I.. Introduction {#sec1}
================

Precision medicine promises to deliver medical care that is tailored to individual patients based on personal pharmacodynamics and pharmacokinetics, genetic makeup, lifestyle, and environment. This movement away from traditional "one size fits all" therapies represents a dramatic paradigm shift in patient data collection, utilization of this information by healthcare providers, and application of this information to the discovery of new therapies in the context of individuals as opposed to an "average patient." The Precision Medicine Initiative, announced by President Obama during the 2015 State of the Union address and supported by the National Institutes of Health, underscores the importance and exciting promise of this transition in healthcare.

While the Precision Medicine Initiative is initially focused on the collection of data from over one million patients to generate a dataset from which new insights may be gleaned, leveraging these discoveries for patient care will require the development of new technologies. Indeed, the ability to tailor medical care to an individual patient is intrinsically tied to capabilities for collecting information on that individual. The accrual of the Precision Medicine Initiative dataset may illuminate limitations of our current molecular and cellular analysis methods for monitoring the health status of individuals.

For example, the utility of a new blood-based biomarker for myocardial infarction may be highly dependent on how quickly and accurately blood can be analyzed upon onset of symptoms. Alternatively, new biomarkers may be discovered that can guide therapies on an hour-to-hour or on a day-to-day basis, similarly to the way self-monitoring of blood glucose has improved outcomes for diabetic patients through enhanced timing and dosage of insulin treatment [@ref1]. At a more basic level, biomarkers discovered through the Precision Medicine Initiative may require the dissemination of new point-of-care tests to fully leverage the new discovery across various populations and clinical settings. The commercialization of new technologies will be required to deliver on the promise of precision medicine. While additional significant factors need to be addressed such as technology dissemination, patient adherence, incorporation of information into clinician workflow, and regulatory approval, this publication focuses on new underlying assay technologies that will make novel data collection possible.

II.. Opportunities for Point-of-Care Technologies in Heart, Lung, Blood, and Sleep Disorders {#sec2}
============================================================================================

Prevalent heart, lung, blood, and sleep (HLBS) disorders, such as hypertension, asthma, chronic obstructive pulmonary disease (COPD), and insomnia, have a complex and dynamic symptomatic nature that precludes the ability to gather a complete picture of a patient's health during a clinic visit or through a single blood draw. The shortcomings of static patient information are most obvious in emergent cases, such as myocardial infarction (MI). Cardiac troponins, which can indicate an emerging MI, require periodic, frequent blood analysis to yield their full diagnostic capability [@ref2], [@ref3]. The lifestyle and day-to-day activity dependence of both chronic and emergent HLBS disorders creates many opportunities for significant patient benefit through POC testing. New technologies that encourage patient engagement and allow for improved self-monitoring may become critical tools for HLBS disease prevention, management, and recovery [@ref4], [@ref5]. Other new point-of-care technologies that improve the quality of available information through improved assay sensitivity, decreased test turn-around-time, or accurate determination of disease pathogenesis can be similarly utilized to deliver increasingly personalized healthcare. The new information made possible by such technologies will contribute to clinicians' ability to deliver precision medicine.

HLBS diseases comprise a significant disease burden in the United States. Cardiovascular disease (CVD) remains the leading cause of death in the United States, accounting for 1 in 3 deaths [@ref5]. Direct healthcare costs attributed to CVD and stroke amounted to \$195.6 billion in 2011. By comparison, an estimated \$86.6 billion was spent on cancer and benign neoplasms direct healthcare costs in 2009 [@ref6]. Each year, approximately 965,000 people in the US suffer either a new or recurrent coronary attack that results in hospitalization [@ref5]. Patients experiencing a diagnosed coronary attack only make up 6-16% of patients presenting in the ED with suspected coronary attack, indicating the magnitude of population that may benefit from point of care monitoring in potential emergent cardiac episodes [@ref7], [@ref8]. Asthma affects 22.2 million US patients, with 20% of asthmatics requiring emergency treatment for exacerbations [@ref9]. Direct costs of COPD totaled \$29.5B in 2014, affecting over 38 million US adults [@ref10]. Acute COPD exacerbations are correlated to transient factors such as physical activity, respiratory infection, and air pollution, so POC testing may be instructive as to causes of exacerbations [@ref11], [@ref12]. While the prevalence of sleep disorders is difficult to ascertain given the lack of consensus defining disorders, an estimated one third of the population suffers from some degree of insomnia [@ref13]. The recent popularization of sleep related consumer technologies (largely "apps") highlights a broad interest in sleep characterization and monitoring [@ref14]. Many patients stand to benefit from the advancement of HLBS diagnostic point-of-care technologies.

III.. NHLBI Efforts {#sec3}
===================

Recognizing the potential of POC technologies in advancing precision medicine, the National Heart, Lung, and Blood Institute (NHLBI) convened a point-of-care technologies working group on June 22, 2012. The goals of the working group were to discuss knowledge gaps and barriers and to recommend research areas where POC technologies could be best supported for the diagnosis and monitoring of heart, lung, blood, and sleep (HLBS) disorders. The recommendations included: convening collaborative groups to establish a roadmap; support for proof-of-concept studies and larger validation studies; development of POC technology for integrated measurements; development of standards; and support for access to biobanks and clinical datasets [@ref15], [@ref16]. Following the working group's recommendations, NHLBI sponsored a request for applications using the SBIR/STTR grant mechanism for technology commercialization through small businesses (RFA-HL-14-011 and RFA-HL-14-017). The intention of this funding is to support research using advanced technologies to develop novel point-of-care devices, or to implement existing devices in clinical settings, towards the goal of improved patient outcomes for HLBS disorders. The SBIR/STTR mechanism was used to direct funding towards commercial efforts that will lead to technology dissemination. Nineteen projects have been funded to date, including the following three examples.

IV.. Examples of NHLBI Funded Technologies {#sec4}
==========================================

A.. Semiconductor Electronic Label-Free Assay (SELFA) {#sec4a}
-----------------------------------------------------

Ischemic heart disease (IHD) is the leading cause of mortality worldwide. Patients presenting with acute coronary syndrome (ACS) to an emergency room (ER) are screened for myocardial infarction (MI) via electrocardiogram (ECG) and/or cardiac troponin (cTn) quantitation. ECGs are unfortunately non-diagnostic for 50% of MI patients. In contrast, tracking changes in concentration of cTn, which has isoforms that are unique to cardiac myocytes, plays a central role in MI diagnosis [@ref17]. Quantitative troponin tests are readily available in hospital laboratories, but may not be available in relatively small clinics and doctor's offices. POC cTn devices with a short turnaround time (TAT) can alternatively be used in clinics and doctor's offices for prescreening purposes, although their use is limited by an inadequate limit of detection (LOD) [@ref18]. To date, a quantitative POC cTn assay that can expedite ER triage with a TAT $\documentclass[12pt]{minimal}
\usepackage{amsmath}
\usepackage{wasysym} 
\usepackage{amsfonts} 
\usepackage{amssymb} 
\usepackage{amsbsy}
\usepackage{upgreek}
\usepackage{mathrsfs}
\setlength{\oddsidemargin}{-69pt}
\begin{document}
}{}$\leqslant ~15$
\end{document}$ min remains lacking [@ref19].

To address the said unmet need, the Semiconductor Electronic Label-Free Assay (SELFA) technology is being developed and commercialized as a sample-to-answer POC diagnostic device by Selfa, Inc. Originated from the University of California, Los Angeles (UCLA), SELFA is a holistic biomolecular quantitation platform which integrates hardware, software, reagents, and protocol. The core technology behind SELFA is a novel amplifying nanowire field-effect transistor biosensor that performs label-free biomolecular-to-electrical signal transduction as well as on-the-spot, pure-electrical signal amplification [@ref20]--[@ref21][@ref22]. As previously determined, the amplifying nanowire transistor biosensor delivers an analytical lower limit of detection (LLOD) of \<10 fg/ml of cTnI in spiked serum [@ref22].

The label-free operation of SELFA eliminates labeling reagents (e.g., enzymatic, fluorescent, magnetic, etc.), their conjugations and tedious washing steps. Also, SELFA's direct electrical outputs greatly simplify downstream signal processing, storage, and transmission. As a result, SELFA can significantly minimize onerous requirements for infrastructure (e.g., light source, microscope, optical reader, etc.), cost, personnel, and TAT.

The aforementioned attributes of SELFA are benchmarked with other relevant POC and lab-based assays ([Fig. 1](#fig1){ref-type="fig"}). The detectable concentration ranges are based on reported values whereas requirements of the cost, TAT, etc. are subjectively assigned by the authors. Based on a clinical threshold of $\documentclass[12pt]{minimal}
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}{}$\sim 100$
\end{document}$ pg/ml of cTnI, only the handheld ELISA system like Abbott i-STAT^®^ is capable of diagnosing acute MI among the currently available POC assays. Nonetheless, the high cost of this handheld system renders its POC adoption outside of major facilities unrealistic. It should be reiterated though such major facilities would already be equipped with the very cost effective lab-based standard ELISA or equivalent. FIGURE 1.Benchmarking SELFA with relevant POC and lab-based assays. POC assays include lateral flow assay (LFA) and handheld enzyme-linked immunosorbent assay (ELISA). Lab-based assays include standard ELISA, ultra-sensitive ELISA (ELISA+), and high-definition immunoassay (HD-IMA). Solid and dashed outlines represent current and emerging assays, respectively. The detectable concentration ranges measured by the vertical axis are based on reported values. The cost, turnaround time, complexity, etc. gauged by the horizontal axis are based on the authors' subjective estimation.

Since SELFA is capable of achieving about 3 orders of magnitude lower LLOD than standard ELISA, the former is poised to become a high sensitivity (quantitative) POC assay if its cost and other requirements can be kept very low. One such manifestation is a disposable cartridge which costs only a few US dollars in volume and a portable electronic reader ($\documentclass[12pt]{minimal}
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\end{document}$ US\$200-300) to interface with the cartridge. The cartridge comprises specimen and reagent handling microfluidics ([Fig. 2](#fig2){ref-type="fig"}, left) and a printed circuit board mounted with the foundry fabricated SELFA semiconductor chip ([Fig. 2](#fig2){ref-type="fig"}, right). The amplifying nanowire transistor biosensors integrated on the SELFA chip are functionalized and calibrated during cartridge production. During actual operation at POC, the SELFA TAT is expected to be within 15 min. Very recently, the clinical performance of SELFA in quantitating cTnI in patient specimens has also been validated, demonstrating an outstanding correlation with clinical laboratory measurements. FIGURE 2.SELFA POC product prototyping. The SELFA disposable cartridge prototype with integrated microfluidics for specimen preparation and assay operation (left). The foundry fabricated SELFA semiconductor chips with integrated amplifying nanowire transistor biosensor arrays (right).

It has been established that serial measurements of highly sensitive cTn can improve the early diagnosis of acute MI (AMI) [@ref23] although none of the current POC assay has a sufficient LLOD for very early detection (i.e., \<10 pg/ml) ([Fig. 1](#fig1){ref-type="fig"}). As a result, the very first measurement of the series cannot currently be performed before arrival at the ER ([Fig. 3](#fig3){ref-type="fig"}, top row), leading to serious complications in many cases. Using a highly sensitive POC assay like SELFA, the very first cTn reading can be obtained and sent out at the patient's location while ECG is being done ([Fig. 3](#fig3){ref-type="fig"}, bottom row). For patients with non-ST-elevated MI (NSTEMI), this timely piece of evidence would unequivocally enhance the overall emergency medical services (EMS) including triage and transport decisions and locations. This additional information would also minimize false activation of the catheterization lab and certainly shorten wait times in the ER. For the roughly 15 million patients per year from the US and Europe who present to the ER with signs of MI, the potential for enhanced health benefits and reduced costs associated with rapid, sensitive and accurate POC determinations of cTn levels are substantial [@ref24]. FIGURE 3.Serial blood sampling time lines for suspected AMI. Currently, the first blood biomarker test (T1) for the non-STEMI is mostly done in the ER setting (top row). With SELFA, the first test result can be obtained and transmitted out along with ECG data at the patient's location (bottom row). This should clearly facilitate EMS triage and transport, increase ER throughput, permit alternative treatment earlier, and most importantly reduce patient restlessness.

Besides its utility in risk stratifying symptomatic and stable ACS patients for major adverse cardiac events, cTnI is also used to identify chronic injury in asymptomatic persons with unrecognized myocardial structural disease at high risk for adverse cardiovascular (CV) outcomes [@ref25]. Most importantly, cTnI has also been established as a key biomarker associated with increased CV mortality 8 to 15 years in the future in healthy asymptomatic people according to a population-based study of CV disease risk factors [@ref26]. These require a cTnI assay with substantially lower LLOD than any of the currently available ones. While the ultra-sensitive ELISA (ELISA+) may be marginally qualified, the high-definition immunoassay (HD-IMA) [@ref26] is the only truly capable one as benchmarked in [Fig. 1](#fig1){ref-type="fig"}. Nevertheless, the HD-IMA requires special reagents, multiple tedious steps and expensive equipment, yet it only offers an LLOD of 100 fg/ml, which is $\documentclass[12pt]{minimal}
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In summary, the successful development and commercialization of SELFA POC diagnostic device should bring immediate impacts to two major sectors: (i) emergency department and ambulance service for acute care, and (ii) outpatient clinics and physician offices for prognosis and stratification.

B.. Continuous Bloodstream Monitoring ('SmartIV™') {#sec4b}
--------------------------------------------------

A major advantage of POC diagnostics over sample processing in a central lab is the decreased logistical burden and time required to make a diagnostic measurement. This convenience offers the possibility of using more frequent measurements to guide therapies. For example, in the treatment of Ebola virus disease (EVD) during the recent crisis, many facilities in the US and Europe used the Abbott i-STAT® to guide electrolyte replacement therapy, and there is evidence that this improved patient outcomes [@ref27]. Likewise, the Surviving Sepsis Campaign bundles have been shown to decrease mortality from sepsis by 40% and 36%, respectively, for the 3-hour and 6-hour bundles, when they are properly administered [@ref28]. This rapid, measurement-driven intervention (which includes monitoring of glucose, lactate, electrolytes and several other parameters) is ideally suited for POC monitoring and perhaps cannot practically be implemented without it.

It is interesting to consider the logical culmination of this trend. Monitoring analytes *in vivo*-- without withdrawing a sample-- would provide continuous biochemical data in the manner of current vital stats (blood pressure, pulse, pulse oxygenation) and could be used to drive tightly-controlled therapeutic interventions. Perhaps early systems would utilize a human in-the-loop, making a decision to effect a therapy based on the stream of continuous data, with a movement towards human on-the-loop (monitoring for exceptions or warnings). Eventually a fully closed-loop system could automatically control interventions based on an algorithm and the measured parameters. This paradigm has long been pursued for the treatment of diabetes, and outpatient trials with diabetic management based on an insulin pump under the control of a subcutaneous glucose sensor have proved extremely promising, with widespread clinical application predicted in as early as four years [@ref30].

In the case of analytes such as glucose and lactate, systemic concentrations can be deduced from continuous monitoring of interstitial fluid with a subcutaneous implant. For many parameters, however, the interstitial levels are either too low or are not in stable equilibrium with systemic circulation. In those cases (including most drugs, many biomarkers, blood electrolytes, and many circulating proteins) it is preferable to sample chemistry from a platform actually within the systemic circulation. There are inherent challenges to such an approach, including the need to prevent or mitigate bio-fouling and biologically-mediated degradation over the necessary measurement time scales, the need for flow-independent, repeatable and quantitative measurements, and the need for a method of deploying the sensor that is practical from the viewpoint of clinical practice and workflows.

With funding from the NHLBI, and building on work pioneered by Kevin Plaxco and Tom Soh and their collaborators at the University of California at Santa Barbara [@ref31], Diagnostic Biochips has demonstrated the continuous monitoring of the chemotherapeutic agent doxorubicin in whole blood. The electrochemical sensors are embedded in a standard IV catheter, or the "SmartIV™" platform. Doxorubicin is an anthracycline antitumor antibiotic that has a narrow therapeutic range, bounded by cardiotoxic effects at high cumulative doses and poor efficacy at low doses. Estimates of cardiotoxicity among patients who receive doxorubicin treatments range from 3% to 26%, for patients who receive a cumulative dose of 300 mg/$\documentclass[12pt]{minimal}
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\end{document}$, respectively [@ref32], [@ref33]. Toxicity is often quantified by \>30% reduction in left ventricle ejection fraction (LVEF), and is irreversible after ceasing chemotherapy [@ref34]. These facts, combined with a remarkably high patient-to-patient variability in doxorubicin clearance rates ([Fig. 4](#fig4){ref-type="fig"}) and its extremely common usage for a wide variety of cancers, mean that a closed-loop system for controlling individual patient dosage could offer substantial potential treatment benefits in terms of more effective dosing with lower risks of severe side effects such as cardiotoxicity. FIGURE 4.Total clearance (liters per hour) of doxorubicin in human subjects, as a function of body surface area (BSA). Note poor correlation, $\documentclass[12pt]{minimal}
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Diagnostic Biochips has developed a sensor using an aptamer biosensing element that has been modified by the addition of a methylene blue (MB) redox center at its 5' terminus. An aptamer is a short (typically 20-60 base pair) RNA or DNA sequence that is selected from a starting library through a sequential process of selective binding and amplification called SELEX [@ref35], to produce a molecule with a high affinity and specificity for a selected analyte. The aptamer is attached to the gold surface of a microelectrode through an alkane thiol group conjugated to the 3' terminus of the aptamer, as has been described elsewhere [@ref36]. A self-assembled monolayer of mercaptohexanol between the surface-bound aptamers reduces the surface energy of the gold surface and thus prevents non-specific binding. As the aptamer undergoes a conformational change during binding with the target analyte, the distance from the MB center to the electrode surface is modulated ([Fig. 5](#fig5){ref-type="fig"}, left). In order to transduce that change into a measurable signal, a time-varying voltage near the reduction/oxidation potential of MB is applied using a protocol known as square wave voltammetry [@ref37]. The peak current resulting from that applied voltage is a measure of the number of MB centers in proximity to the electrode ([Fig. 5](#fig5){ref-type="fig"}, right). The total current flowing in the electrode circuit is the summed total from a very large number of contributing molecules, and is thus a measure of the proportion of bound to unbound states, which is linearly dependent upon the analyte concentration at equilibrium. This is true only for concentrations within a few orders of magnitude of the aptamer dissociation constant, $\documentclass[12pt]{minimal}
\usepackage{amsmath}
\usepackage{wasysym} 
\usepackage{amsfonts} 
\usepackage{amssymb} 
\usepackage{amsbsy}
\usepackage{upgreek}
\usepackage{mathrsfs}
\setlength{\oddsidemargin}{-69pt}
\begin{document}
}{}$\text{k}_{\mathrm {d}}$
\end{document}$.) The voltage signal and resulting current are applied and measured, respectively, by an external potentiostat circuit which is connected to the electrode. A commercially-available potentiostat is used for device testing and characterization (Gamry Instruments, Warminster, PA). Diagnostic Biochips is also developing a highly miniaturized, low power potentiostat that can be carried by a laboratory animal (rat or primate) for pre-clinical studies. FIGURE 5.The conformational change between the bound and unbound aptamer (left) modulates the distance of the methylene blue redox center from the electrode surface, resulting in a concentration-dependent current through the electrode.

By mechanically integrating the functionalized microelectrode into the lumen of an IV catheter, this sensor can be inserted into a blood vessel to measure local chemical concentrations. A baseline flow of normal saline through the device provides a protective barrier to biofouling by large proteins and blood cells, while still allowing smaller molecules (molecular weight \< 20,000 Da.) to diffuse to the sensor surface and be detected. In this manner these sensors have demonstrated stable baselines and linear sensor responses after 8 hours of deployment in whole blood ([Fig. 6](#fig6){ref-type="fig"}). FIGURE 6.Aptamer biosensor response measured in an experimental model of circulating whole blood from a "Smart IV™" platform during 8 hours in whole blood before and after the addition of $\documentclass[12pt]{minimal}
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Future work on this sensor includes tuning of sensor dynamic range and patency based on optimizing buffer fluid flow rates, the inclusion of additional biofouling mitigation strategies, and improvements to sensor baseline drift (currently ± 10% over a time scale of 8 hours.) Diagnostic Biochips is also developing sensors that are sensitive to a variety of other analytes -- including both drugs and naturally-occurring biomarkers -- by functionalizing the electrochemical sensor platform with aptamers selected for sensitivity to various analytes of interest. Finally, by integrating a micro-fabricated array of lithographically-defined microelectrodes [@ref38] into the same indwelling catheter or IV package, it should be possible to create a multi-analyte assay for continuous bloodstream monitoring.

Successful commercialization of this technology will allow for the tailored delivery of therapies based on individual pharmacokinetics and pharmacodynamics. The immediate feedback generated through continuous, real-time monitoring will permit the dosage of drugs to a given serum level, as opposed to an estimated serum level based on patient mass or surface area. This capability may both improve existing therapies, and make possible a new dosage strategy for novel therapeutics.

C.. Acoustofluidics Sputum Analysis {#sec4c}
-----------------------------------

Asthma continues to be a serious health problem for many people in the USA and worldwide. In 2011, 300 million people globally were diagnosed with asthma, and it caused 250,000 deaths [@ref39]. In the US, the number of people living with asthma increased by 28% during 2001--2011, according to Centers for Disease Control and Prevention (CDC) [@ref40]. In 2010 alone, asthma accounted for 3,404 deaths, 439,400 hospitalizations, 1.8 million emergency department visits, and 14.2 million physician office visits in the US. An estimated 39.5 million people (12.9% of the population), including 10.5 million children (14.0% of population), in the US have been diagnosed with asthma in their lifetimes.

The heterogeneous pathogenesis and clinical characteristics of asthma have been increasingly recognized, such that new therapeutic approaches may only be successful if they are targeted in a personalized fashion to individuals whose asthma is mediated by the targeted pathway [@ref41]. By analyzing the different cell populations found in sputum, the mucus within the airways of the lungs, researchers have identified the distinct immunological phenotypes associated with the disease. Identifying these phenotypes has led to hopes of developing individually tailored therapeutic treatments that will more effectively target the mechanisms unique to each phenotype.

Despite its tremendous promise, sputum analysis has not been widely used among patients and healthcare providers. This is due to the following obstacles: 1)The current methods for processing and analysis of induced sputum samples involve complex, labor-intensive procedures that are typically performed only at specialized centers, such as university hospitals.2)In conventional sputum processing/analysis assays, sputum samples need to be handled manually by the operator, often in open air, and run through several instruments. This presents significant biosafety concerns since all human specimens, even from healthy individuals, are potentially infectious.3)Since the processing and analysis of induced sputum samples is operator-dependent, the possibility of error or inter-operator variability can potentially confound the results.4)The conventional sputum processing and analysis assays generally require induced sputum volume of more than 1,$\documentclass[12pt]{minimal}
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To address the above challenges of sputum processing/analysis approaches, Ascent Bio-Nano Technologies and The Pennsylvania State University are developing and commercializing an acoustofluidic-based (i.e., combination of acoustics and microfluidics technologies [@ref42]--[@ref43][@ref44][@ref45][@ref46][@ref47]), automated, point-of-care system that would allow on-chip processing of induced sputum samples and analysis of the percentage of inflammatory cells, such as eosinophils, neutrophils, lymphocytes, and macrophages, present in induced sputum samples from asthmatic patients.

An acoustofluidic unit for on-chip sputum liquefaction is shown in [Fig. 7](#fig7){ref-type="fig"} [@ref44]. To liquefy sputum, the human sputum sample and the sputolysin (DTT) were co-injected into the microfluidic device ([Fig. 7a](#fig7){ref-type="fig"}) to be mixed in the presence of an acoustic field. Non-liquefied samples (i.e., the raw sputum sample) and liquefied sputum samples were compared visually. In [Fig. 7b](#fig7){ref-type="fig"}, R, V and M denote, respectively, the non-liquefied sputum sample, the sputum sample liquefied using a vortex mixer, and the sputum sample liquefied using the acoustofluidic device. As shown in the figure, the non-liquefied sputum sample was cloudy and contained visible clumps of mucus. The liquefied sputum samples, however, were translucent, presenting as a uniform mixture with a negligible amount of viscous mucus sputum. The sputum sample liquefied using the acoustofluidic device was similar to those liquefied using a vortex mixer, demonstrating that on-chip liquefaction may be achieved with the acoustofluidic approach. Post-liquefaction samples were inspected for cell morphologies. Using this acoustofluidic mixer, immune cells were retrieved and identified, such as eosinophils (red-arrow), neutrophils (green-arrow), and macrophages (yellow-arrow). The results are comparable to those obtained using a standard liquefaction procedure ([Figs. 7c-d](#fig7){ref-type="fig"}). FIGURE 7.(a) An optical image of the microfluidic device for liquefaction of human sputum samples. (b) Photograph of human sputum samples: an un-liquefied raw sputum sample (R), a liquefied sputum sample by Vortex mixer (V), and a liquefied sputum sample by the microfluidic mixer (M). Diff-Quik staining results of cell samples obtained from (c) on-chip liquefied sputum sample and (d) Vortex mixer-liquefied sputum sample.

Compared with the conventional approach for sputum processing and analysis that uses vortex mixing, centrifugation, and benchtop flow cytometry, this acoustofluidic system has the following advantages: 1) ability to perform accurate sputum analysis over a much wider range of sample size (volume: 50--3,$\documentclass[12pt]{minimal}
\usepackage{amsmath}
\usepackage{wasysym} 
\usepackage{amsfonts} 
\usepackage{amssymb} 
\usepackage{amsbsy}
\usepackage{upgreek}
\usepackage{mathrsfs}
\setlength{\oddsidemargin}{-69pt}
\begin{document}
}{}$000~\mu $
\end{document}$ L) than the conventional approach (volume: 1,000--3,$\documentclass[12pt]{minimal}
\usepackage{amsmath}
\usepackage{wasysym} 
\usepackage{amsfonts} 
\usepackage{amssymb} 
\usepackage{amsbsy}
\usepackage{upgreek}
\usepackage{mathrsfs}
\setlength{\oddsidemargin}{-69pt}
\begin{document}
}{}$000~\mu $
\end{document}$ L); 2) automation and rapid turnaround time; 3) biohazard containment; and 4) low-cost, point-of-care devices. With these advantages, this acoustofluidic platform may both replace existing sputum processing/analysis tools, as well as fulfill unmet needs that have not been addressable with available techniques. For example, this technology may allow for analysis in applications where the amount of sputum induced from asthmatic patients is not enough to run the standard tests and/or the expertise and equipment to perform this analysis are not available, such as most practice locations outside of large hospitals. In this regard, this acoustofluidic platform could significantly increase the availability of personalized treatment strategies to asthmatic patients in both research and community settings.

V.. Barriers and Obstacles {#sec5}
==========================

New point-of-care technologies such as the above examples will help advance precision medicine, but significant challenges beyond technical feasibility remain to be addressed. Perhaps most significantly, the path to regulatory approval is relatively uncharted for highly novel assay technologies and at-home devices. Currently FDA-approved "home use tests" include assays that mostly achieve similar sensitivity and specificity to laboratory tests, including cholesterol, pregnancy, and fecal occult blood tests [@ref48]. Generally, these tests result in follow-up clinical care, and so are relatively low-risk. Blood glucose monitoring devices are unique in their clearance to inform patient-driven dosing decisions due to the conferred improvement in diabetes management. In order for point-of-care devices to advance precision medicine, new technologies will have to demonstrate both an evident improvement in care as well as safe use by laypersons. An additional regulatory consideration is the secure transmission of confidential patient data. To fully utilize point-of-care devices, the collected data must integrate with patient health records. The design and implementation of user training will be critical, especially for consumer operated POC devices. Furthermore, data supporting significantly improved patient outcomes using new technologies will be required to justify physician use and payer support.

VI.. Conclusion {#sec6}
===============

While the obstacles are substantial, new POC technologies are required to achieve precision medicine. Continued financial support for technical advancement of novel assays, clear guidance on regulatory pathways, and backing from strategic partners with broad distribution networks will facilitate the commercialization of these devices. As better information on individual health becomes available, utility of currently available therapies may be expanded, patient adherence may be improved, and more targeted therapies may be developed. New point-of-care technologies will play a critical role in this promising transformation in healthcare.

The authors thank the organizers of the NIH-IEEE 2015 Strategic Conference on Healthcare Innovations and Point-of-Care Technologies for Precision Medicine for the opportunity to assemble this group to discuss emerging point-of-care technologies for HLBS diseases.
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